INTRODUCTION {#sec1-1}
============

Lichen planus is a common mucocutaneous disease. It was first described by Wilson in 1869 and is thought to affect 0.5-1% of the world\'s population.\[[@ref1]\] The condition can affect either the skin or mucosa or both. About half of the patients with skin lesions have oral lesions, whereas about 25% present with oral lesions alone.\[[@ref2][@ref3]\] Cutaneous lesions typically present as small (2 mm) pruritic, white to violaceous flat-topped papules, which can increase in size to as much as 3 cm.\[[@ref4]\]

Oral lichen planus (OLP) is a chronic disease that can persist in some patients for a long time. In contrast to cutaneous lichen planus, the oral form may persist for up to 25 years.\[[@ref3]\]

Oral lesions may coexist with lesions of the genital mucous membranes or with lesions of cutaneous lichen planus.\[[@ref4]\] It affects woman more often than men in a ratio 2:3.\[[@ref3][@ref4]\]

OLP presents as white striations, white papules, white plaques, erythema, erosions, or blisters affecting predominantly the posterior buccal mucosa (90%), tongue (30%), and gingival/alveolar ridge (13%); but rarely seen on the palate or lip vermillion.\[[@ref5]\]

They are usually symmetrical and bilateral lesions or multiple lesions in the mouth\[[@ref3]\] and hence lichen planus isolated to a single oral site other than the gingiva is very uncommon.\[[@ref5]\]

CASE REPORT {#sec1-2}
===========

A 34-year-old male patient reported to a dental clinic with the chief complain of grayish white patch on right buccal mucosa, but had not experienced any burning sensation or other local discomfort \[[Figure 1](#F1){ref-type="fig"}\]. Patient had a habit of snuff inhalation of four to five packets daily from last 7 years, but patient did not provide any drug history and he did not go through with any dental procedure till the date. Intraorally a unilateral, grayish white non-scrapable patch was examined extending from 44 to 48 measuring about 3 × 4 cm, but no cutaneous lesion was detected on general examination. According to the clinical features we thought of oral sub mucous fibrosis (but no bands could be palpated and mouth opening was normal), lichenoid reaction (LR; but no cause-effective relation could be established on the basis of the history given by patient), and lichen planus (but the lesion was unilateral). In order to lead to a final diagnosis, incisional biopsy was taken and sent for histopathological examination.

![Grayish white lesion on right buccal mucosa](JNSBM-5-453-g001){#F1}

Histopathollogicaly, a parakeratinized epithelium with liquefaction degeneration of basal cell layer \[[Figure 2](#F2){ref-type="fig"}\] and subepithelial band of chronic inflammatory cells which is chiefly composed of lymphocytes were seen \[[Figure 3](#F3){ref-type="fig"}\], the features are very similar to lichen planus but any unilateral lichen planus on buccal mucosa could not be reported till date so we had to go for immunohistochemical staining. The pathogenesis of lichen planus is totally different with LR and oral submucous fibrosis and it has been advocated that CD8 + T cells are responsible for the basal cell degeneration in lichen planus.\[[@ref6]\] So the immunohistochemical staining with CD8 + precursor cells was done. Immunohistochemical staining showed a strong positive expression of CD8 + T cells subepithelialy \[[Figure 4](#F4){ref-type="fig"}\]. The final diagnosis of OLP was given.

![Liquefaction degeneration of basal cell layer (H and E ×10)](JNSBM-5-453-g002){#F2}

![Chronic inflammatory cell infiltration beneath the epithelium (H and E staining, ×40)](JNSBM-5-453-g003){#F3}

![Positive CD 8 + T cell expression for lymphocytic infiltration beneath the epithelium (immunohistochemical staining, ×40)](JNSBM-5-453-g004){#F4}

DISCUSSION {#sec1-3}
==========

OLP is a T cell mediated chronic inflammatory oral mucosal disease of unknown etiology. OLP presents as white striations, white papules, white plaques, erythema, erosions, or blisters affecting predominantly the buccal mucosa, tongue, and gingiva.\[[@ref7]\] Lichen planus isolated to a single oral site other than the gingiva is very uncommon. The term OLP is now considered to represent those lesions where no trigger can be identified and are hence "idiopathic", whereas all other lesions that are associated with drug intake, systemic disease (such as chronic liver disease), food or flavor allergies, hypertension, and diabetes mellitus are considered as lichenoid lesions.\[[@ref8]\] Oral lichenoid lesions are similar to those of OLP. They can be distinguished from OLP lesions by their close relationship with resin or other metal restorations, and their tendency to be localized and asymmetrically distributed.\[[@ref8]\] Drug induced LRs may resolve promptly when the offending drug is eliminated.\[[@ref9]\] In contrast, OLP appears most commonly as a bilateral lesion.\[[@ref10]\] This distinction may not hold true in exceptional cases of unilateral presentation of OLP, when no triggering factors can be identified. The distinction becomes even more difficult in the absence of skin lesions. An incorrect diagnosis may have serious implications in the treatment planning for such patients. So far, research has focused on immunological aspects in order to distinguish the two, and various studies have reported differences between them.\[[@ref6][@ref7][@ref8]\] However, precise distinction between them still cannot be made using routine histopathological techniques. Histopathologically, the sub epithelial infiltration of chronic inflammatory cells in OLP is chiefly made up of lymphocyte without having neutrophil and eosinophils; in contrast, the sub epithelial infiltration of chronic inflammatory infiltrate of LR shows substantial numbers of plasma cells, eosinophils, and neutrophils.\[[@ref9][@ref10][@ref11]\] The infiltration of OLP is mainly represented by CD8 + suppressor-cytotoxic cells. Previous studies have showed that CD8 + T cells constitute a high proportion of the cellular infiltrate in OLP.\[[@ref11]\]

In the presented case, a 34-year-old male patient complained of unilateral non-scrapable patch of grayish white color without any pain or any other discomfort, it was found that patient was devoid of any cutaneous lesion and he was not taking any medication and did not go through any dental treatment, so the cause-effect relationship could not be established. Histopathologically, the lesion showed typical features of OLP, but it cannot be differentiated with LR on solely histopathological basis.\[[@ref12]\]

Immunohistochemical staining was done for CD8 + T cell, a positive reaction beneath the epithelium towards the basement membrane was noted which gave a final diagnosis of OLP.

CONCLUSION {#sec1-4}
==========

There are several oral lesions that resemble lichen planus or that even are indistinguishable from lichen planus clinically and histopathologically, but having a distinct etiology. Occasionally, it is difficult, if not impossible, to arrive at an accurate diagnosis. It has been described that concluding with a final diagnosis, clinical and histopathological features have to be correlated carefully but in a rare case like this it is not possible. Immunohistochemical staining by using CD4 and CD8 markers are very useful in order to reach the final diagnosis. Because the treatment for both pathologies are distinct and considering that one of them should be more carefully followed due to the risk of malignant transformation.
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